This survey was carried out during 1962-69 and is still in progress. It is concerned with routine procedures in which metal implants were used in 1,816 patients in the Royal National Orthopaedic Hospital and Queen Elizabeth II Hospital,
Welwyn Garden City, Hertfordshire.
The implants used were made of stainless steel, cobalt-chromium-molybdenum alloy and commercially pure titanium. Their composition complied with the specification for metals used for surgical implants in British Standard 3531: 1962. In this survey the incidence ofpost-operative inflammation of the wound and sepsis associated with orthopiedic implants has been examined statistically, using limits of confidence as a simple test (Documenta Geigy). The advantage of using these tests is that results can be obtained quickly and easily and lead to conservative judgments when comparing features of low incidence.
In the immediate post-operative period it is often difficult to determine whether the inflammation is superficial or deep. The clinician may be unable to differentiate between inflammation resulting from infection, that is the survival and multiplication of organisms in the tissues, inflammation occasioned by the repair process, and that produced by products which may emanate from implanted foreign materials.
In this report sepsis has been defined as the continuing inflammation, usually the result of proliferation of bacteria, which ultimately leads to removal of the implant.
Various factors which might have influenced inflammation and sepsis have been considered:
(1) Sex. (2) Age. (3) The use of vacuum drainage. (4) Site of implantwhether in a weight-bearing or non-weight-bearing situation. (5) Corrosion or erosion of the metal in relation to recovery of bacteria when the implant was cultured. No significance in the incidence of inflammation and sepsis relating to these factors was established.
The overall incidence of wound inflammation at the Royal National Orthopedic Hospital was 8-4 %, at Queen Elizabeth II Hospital 2-6 %. Using limits of confidence, there is a significant reduction in the incidence of wound inflammation at Queen Elizabeth II Hospital.
'Present address: CentralPublic Health Laboratory, Colindale
The effect of certain antibiotics before operation, at operation, or after operation, for prophylaxis and in the treatment of established inflammation was investigated. All patients at Queen Elizabeth II Hospital had pre-operative Crystamycin, which was continued post-operatively. At the Royal National Orthopedic Hospital either no antibiotic cover or 4 different regimes of antibiotic cover at operation were used. Of these, the use of local antibiotic, either chloramphenicol 5 g or phenoxymethylpenicillin 3 g, into the wound at operation resulted in the lowest incidence of wound inflammation -5-3 %.
When the incidence of sepsis, that is inflammation necessitating the removal of the implant, was examined in relation to the pre-operative systemic antibiotic administered at Queen Elizabeth II Hospital, and local antibiotic into the wound at the Royal National Orthopedic Hospital, the incidence of sepsis at Queen Elizabeth II Hospital was 1-6 %, and at the Royal National Orthopedic Hospital 1P3 %. There is no significant difference between the incidence of sepsis in the two hospitals. The topical use of chloramphenicol or phenoxymethylpenicillin is the less expensive prophylactic method. No cases of undesirable reaction to the topical use of these two antibiotics were recorded.
It was stressed, in the interest of economy, that a more extensive prospective survey Infection could present in a previously satisfactory total hip replacement at 2 years and up to 41 years after operation. Previous operation doubled the incidence of early infection (under one year). Kellgren et al. (1958) had shown the high incidence of pyarthrosis in rheumatoid arthritic patients. In this series the incidence of infection round a total hip replacement was three times as frequent in rheumatoid hips as in osteoarthritic hips. Infection in a total hip replacement could appear to be an exacerbation of rheumatoid arthritis, which if treated by increased antirheumatoid drugs could be lethal. The onset of pain in a hip replacement, leading to removal for sepsisin one case after an apical tooth abscess, in 1 14 another after a pyogenic olecranon bursitis -could not be considered coincidental. This raised the question of metastatic infection. A patient with a prosthetic joint replacement with any infected site should be considered to be at risk of infection round the prosthesis. Perhaps elimination of infected, or potentially infective foci should be performed before joint replacement.
Diagnostic PitfalLs in the Sportsman's Knee by J G P Williams FRCSEd DPhysMed (Sports Injuries Clinic, Mount Vernon Hospital, Northwood, Middlesex)
As a result of the increase in leisure time, participation in sport and with it exposure to risk of sports injury are becoming increasingly common.
Injuries to the knee-joint account for between a quarter and one-third of all sports injuries. This is because the knee-joint is the least intrinsically stable of all the fully load-bearing joints, and although the risk of injury is self-evident in the more vigorous body-contact sports, it is remarkable what stresses can be induced in the knee even by so simple an activity as running (Dick 1969) . The variety of trauma encountered is also considerable. The standard nomenclature (AMA 1968) lists 65 separate conditions ranging from simple bruises to severe fractures or disruptions such as 'O'Donaghue's unhappy triad', itself in its classic form one of the major hazards of American football.
The literature is remarkably inconsistent, and although severe injuries (particularly those requiring surgical intervention) are well documented (American Academy of Orthopiedic Surgeons 1969), the less dramatic but still disabling injuries on the whole receive little attention. It is for this reason, perhaps, that they so often pass unrecognized or are misdiagnosed. None the less, they are significant and worth attention since they so easily become chronic, giving rise to longas well as short-term disability.
Chondromalacia patellb, a somewhat protean condition, has been clearly described elsewhere (Fulford 1969 , Wiles & Devas 1956 , Owre 1936 , but a precursor, the 'weak quadriceps syndrome' (Williams 1964), is as frequently encountered but too often unrecognized. However, the clinical features are clear, characterized by loss of tone or bulk in the vastus medialis, associated commonly with a positive Clark's sign and occasionally with signs of chondromalacia such as a painful arc. Even more important than these signs is the history, in which an incident of trauma may or may not be described. What is significant, however, is that pain is felt during or after exercise, and on sitting with the knee flexed for any length of time. The patient typically is otherwise very fit, and careful interrogation will reveal that his or her training includes virtually no straight leg work (competitive weightlifting and rowing are probably the only sports in which the quadriceps is required to contract in full extension). This means that the vastus medialis (which contracts only in the last few degrees of extension to control the patella and prevent lateral 'bowstringing') tends to be relatively underdeveloped in the trained athlete and cannot, therefore, effectively stabilize the patella against the haul of the hypertrophic lateral mass.
Although this condition very often co-exists with other pathology as a functional effect of chronic knee injury, it is too frequently diagnosed erroneously as 'internal derangement of the knee', when in fact no sign of any such derangement is demonstrable. This focuses attention on the wrong structures (even though the cause of the pain is almost certainly a secondary mild chronic synovitis). When the pain is localized more in the muscle itself than the joint, the condition is more properly termed vastus medialis strain syndrome. Although in both forms the feature is pain during or after activity, treatment is active, specifically straight leg exercise to restore balance in the quadriceps.
The other musculotendinous lesion which gives rise to misdiagnosis is the biceps femoris insertion strain. (For anatomical reasons misdiagnosis of similar strains on the medial side is less common.) The hamstrings collectively are very liable to injury in sportsmen, particularly those whose activities demand sudden bursts of sprinting. Usually the tear (strain) takes place in the muscle belly or at the musculotendinous junction, but in the case of the biceps the damage may occur at the insertion. In the early stages the history of recent indirect injury and the diffuse but acute tenderness behind the knee along the line of the tendon makes the diagnosis obvious, but if untreated the condition progresses to chronicity and then is often misdiagnosed as a tear of the lateral meniscus. The features are pain, particularly with exercise, on the outside of the knee about the level of the joint line, associated with inability fully to extend the knee. Local tenderness is not marked as a rule, although invariably present if carefully sought. There is no pain on springing nor clinical instability. The 'block' to full extension is characteristic of this condition and leads to the misdiagnosis if care is not taken in obtaining the history. The local anatomy explains the
